CCBT SCREENING QUESTIONNAIRE

Further to your enquiry about the Stress Self-Help Clinic, it is necessary that you kindly complete this questionnaire. This will allow us to assess whether the self-help programmes offered at the Clinic would suit you. 

Your answers would be strictly confidential to the clinic staff. 

Name:      




           Date of birth:      /     /     
Age:                   
Female  FORMCHECKBOX 
 / Male  FORMCHECKBOX 
  (please tick)

Occupation:      
Address:      





              Postcode:       

Phone:      



  

E-mail:      
GP’s name:      




GP’s phone no:      
GP’s address:      
We will not inform your GP (except in an emergency) if you would rather use this service with complete confidentiality. However, we cannot offer you an appointment unless you include your GP’s details. (Please tick whichever box applies)

You may inform my GP  FORMCHECKBOX 
     /    I would rather my GP was not informed  FORMCHECKBOX 

How did you get this questionnaire?     
1. Can you briefly describe your MAIN PROBLEM/S in your own words?      
2. How long have you had the above problem/s?       years,       months.

3.  Did your problem start after a specific event or situation? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
 (please tick)

If yes, please describe the event briefly:      
4. Do you feel anxious or worry much of the time?  YES  FORMCHECKBOX 
 /   NO  FORMCHECKBOX 
  (please tick)

5. Do you avoid any objects/ situations/ places/ events/ people because they make you anxious? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
 (please tick) 

If yes, please give  examples:      
6. Do you check, do things repeatedly, or carry out rituals, in either thought or action, more than most other people do? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
 (please tick) 

If yes, please give examples:       

7. Circle a number from the scale below to show how much you are troubled by feeling miserable or depressed:

0 ---------- 1 ---------- 2 ---------- 3 ----------- 4 ---------- 5 ---------- 6 ---------- 7 ---------- 8

Hardly at all
          Slightly                  Definitely
         Markedly             Very severely

8. What things bring you down or make you feel miserable and depressed?      
9. Has the idea of harming yourself, or taking your own life, recently come into you mind? (please circle a number on the scale below)

0___________________1___________________2___________________3

Definitely not          Has crossed my mind           I seriously considered it           I would  do  it



        but I wouldn’t do it
            but I stopped myself       given the opportunity

10. Do you suffer from any serious physical illnesses? YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 

If yes, please specify:      
11. Are you taking any prescribed, or over-the-counter, medication/s for either physical or mental health problems?  (please circle)    YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 

If yes, please give their name/s:      
12. Do you use illicit drugs/substances? (please tick, this information is strictly   confidential)  YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 

If yes, please give their names:      
13. About how much alcohol do you drink a week altogether? (e.g. number of pints of    beer, glasses of wine, measures of spirits):      
14. How much do you think computer-guided self-treatment might help people to overcome problems such as yours?

0 ---------- 1 ---------- 2 ---------- 3 ----------- 4 ---------- 5 ---------- 6 ---------- 7 ---------- 8

A great deal
           Quite a lot
  Moderately
           Slightly 

Won’t help 

15. Given the choice, how much of your treatment would you prefer to be guided by a therapist and how much by a self-help computer-system?

            Self-help computer system

      100%

 75%                         50%                        25%                           0%

0 ---------- 1 ---------- 2 ---------- 3 ----------- 4 ---------- 5 ---------- 6 ---------- 7 ---------- 8

         0%                         25%                          50%                        75%                        100%

Therapist

16. If you overcame your problem, what would be important for you to be able to do, that you cannot do now?      
17. How much would your life change for the better if you overcame your problem?

0 ---------- 1 ---------- 2 ---------- 3 ----------- 4 ---------- 5 ---------- 6 ---------- 7 ---------- 8

A great deal
         Quite a lot
   
   Moderately
           Slightly 

 Not at all 

18. Part of a self-help programme involves spending some time carrying out daily homework tasks. Would you be able to do this?  YES  FORMCHECKBOX 
 / NO  FORMCHECKBOX 
 (please tick) 

If yes, how long would you be prepared to spend carrying out these tasks each day?       hours /       minutes

Thank you for completing this screening questionnaire. A therapist will arrange with you a convenient time to do a brief assessment interview, either face-to-face at our clinic, or by phone. 

How would you prefer your assessment interview? 

By Phone  FORMCHECKBOX 
 / At the Clinic  FORMCHECKBOX 
 (please tick)

Please give a telephone number to contact you (Monday to Friday, 9am-5pm) so as to arrange your interview:      
Or, if you would rather we did not phone you to arrange an appointment, please suggest at least 2 convenient days & times within the next week for your interview (Available appointments during Monday to Friday, 9am to 5pm)

·      
·      
·      
The Stress Self-Help Clinic is part of an NHS research project which aims to test how computer-guided self-help programmes for anxiety and depression can be effectively used within primary care. Your information will be used for research purposes and will be strictly confidential to the Clinic staff. If you agree to proceed with the Stress Self-Help Clinic, it is essential that you date and sign below.
I give my consent to take part in computer-guided self-help, and its associated research. 

Date: 






Signed:

Please return this questionnaire to:

The Administrator

Stress Self-Help Clinic

303 North End Road

Fulham

LONDON  W14 9NS    

Tel: 020 7610 2594
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